was advanced across the obstruction into the subhepatic space. The next day a combined procedure was performed in the radiology suite with the patient supine and under general anesthesia. An ERCP was performed and the bile duct was cannulated. An angled 0.035-inch hydrophilic wire (Glidewire; Boston Scientific Corporation, Natick, Massachusetts, USA) was passed into the subhepatic space. From the percutaneous approach, a snare (Angiotech Medical Technologies, Gainesville, Florida, USA) was inserted through a sheath and used to grasp the endoscopic wire (• " Figs. 3  and 4) , which was then withdrawn exter-nally. A 12-French catheter was inserted percutaneously (• " Figs. 5 and 6) and internal biliary drainage was established. Six weeks later an elective open hepaticojejunostomy was performed. Nonoperative management of complete bile duct transection is difficult but has been described. Although combined endoscopic and percutaneous methods are well known, the use of a common pathway outside the biliary tree to allow reconnection has been infrequently reported [1, 2] . This modified rendezvous technique was performed with simultaneous endoscopic and percutaneous approaches and is useful for the nonoperative man-Modified rendezvous technique with successful reconnection of completely transected common bile duct using combined endoscopic and radiologic approach Fig. 4 Radiograph showing successful grasping of the biliary wire within the biloma. agement of bile duct transection. In this case it allowed an elective, delayed reconstructive operation in a healed surgical bed, and also established physiologic internal biliary drainage, avoiding the nutritional and metabolic complications of external biliary diversion.
Competing interests: None

Endoscopy_UCTN_Code_TTT_1AR_2AI Endoscopy_UCTN_Code_TTT_1AR_2AJ
A. Saleem 1 , A. J. LeRoy 2 , T. 
